INTRODUCTION
Governments and voluntary organizations have employed a number of strategies for the prevention and treatment of malnutrition. In India, the Integrated Child Development Services Scheme [1] , the Supplement Nutrition Programme [2] , the Applied Nutrition Programme [3] , and the Midday Meal Programme [4] are some of the schemes that have been implemented for several years. Similar programmes for nutrition supplementation of pre-school children have been tried in different developing countries [5, 6] . Some of the approaches tested include: -creation of Nutrition Rehabilitation Centres; -distribution of food at Community Feeding Centres; -delivery of pre-packaged nutrition supplements by community health workers; -distribution of powdered milk, bulgar wheat, and corn soya oil in Well-Baby Clinics and MCH Centres. A review of several nutrition supplement programmes conducted under the aegis of the United Nations International Children's Emergency Fund (UNICEF) showed that most of these interventions had met with only limited success and were not cost effective.
The most disappointing aspect of such programmes was that after the programme no residual impact on the subjects' health or food habits could be demonstrated. Other aspects that have been the subject of criticism are an inability to substantiate nutritional change attributable to programmes, the limited coverage of the malnourished population, and the relatively ineffectual screening and targeting criteria employed [7] .
Discussing the prevention and treatment of malnutrition, Morley states that the family pot would provide the ideal food for a child [8] . Although pediatricians and nutrition textbooks have advocated that a child over the age of six months be fed something from the rest of the family's food supply, this approach has not been used for the treatment of children suffering from malnutrition.
The purpose of the present study was to test whether it was possible (a) to utilize existing family resources for the prevention and treatment of malnutrition and (b) to avoid some of the problems and difficulties encountered in the existing programmes.
MATERIAL AND METHODS
The study was conducted in four villages in the Kharar Community Block of the Ropar District of Punjab, India, Children under six years of age numbered 661; 533 of these (299 males and 234 females) were followed for a period of two years. In the vast majority of cases, the mothers could provide the exact date of birth of the child according to the Indian calendar; for the remaining mothers, the local events calendar approach was used to arrive at the date of birth. Children were weighed with a portable beam scale with a sensitivity of 50 gm. The nutritional status of children was graded by comparison with the Harvard Standards [9] , the fiftieth percentile being regarded as 100 per cent according to the classification system proposed by the Indian Academy of Pediatrics.
Children were visited at home by a health worker every fortnight from 1 March 1980 to 28 February 1982. In March 1980, 452 /85 per cent) were graded as normal or grade 1; 81 (15 per cent) were graded as having either grade 2 or grade 3 malnutrition. Of these 81 children, 76 comprised the sample for this study.
ln September 1980, a nutritional demonstration programme was initiated. The 76 children were visited at home three times a week for two weeks and then once a fortnight for four fortnights. During visits the health worker informed a mother that the low weight of a child could be corrected with food cooked for the rest of the family. In the presence of the mother she broke a baked chappati into small pieces and mashed it into a half cup of cooked pulses (legume gruel). These ingredients form the staple diet of the population in rural areas of Punjab. The health worker then fed the mashed chappati to the child by hand and encouraged the mother to do the same. The procedure was repeated on every visit. No other food supplement was supplied nor were any other nutrition education messages offered. The mothers were gradually encouraged to take over the feeding of their children. Fortnightly visits were continued, and weights were recorded every month and charted on the WHO "Road to Health Cards" developed by Morley [8] . 
RESULTS
As table 1 shows, 76 children (14.2 per cent) were found to be suffering from grade 2 or grade 3 malnutrition at the beginning of the study; six months after the initiation of nutrition demonstrations, this figure had fallen to 5.63 per cent. The prevalence dropped further to 3.75 per cent by December 1981. The prevalence of grade 3 malnutrition cases dropped from 2 per cent to 0.19 per cent during the same period. All children were weighed again in February 1982. The prevalence of grade 2 and grade 3 malnutrition cases was found to be 1.88 per cent (ten children) and 0.19 per cent (one child) respectively. Table 2 shows that 89.4 per cent of the subjects improved their nutritional status by one or more grades. Table 3 shows that 10 (90.9 per cent) of 11 subjects with grade 3 malnutrition and 58 (89.2 per cent) of 65 subjects with grade 2 malnutrition improved with the approach employed. 
Discussion
In the study population 14.26 per cent of children were found to be suffering from grade 2 or grade 3 malnutrition. Within six months this figure had dropped to 5.63 per cent, and within the next 12 months, i.e. by February 1982, only 2.06 per cent of the children in the population had grade 2 or grade 3 malnutrition. This finding strongly suggests that although the nutrition demonstrations ceased after ten demonstrations, the subjects continued to gain weight and to improve their nutritional status as a result of improvements in feeding practices.
That the children continued to gain weight after the demonstrations had stopped and that the malnutrition prevalence rate continued to decline for several months show that feeding from the "family pot" had been adopted as a family habit. Table 3 shows that the approach was as effective in subjects with grade 3 malnutrition as in those with grade 2. This is a very significant observation, as it shows that uncomplicated cases of grade 3 malnutrition can be successfully managed by this home-based approach, thus obviating the difficulties and greater expenses involved in the treatment of such cases at nutritional centres and hospitals.
It is generally agreed that nutrition supplement programmes must be based on foods that are cheap, locally available, and culturally acceptable. However, advice given to mothers to cook special food items for pre-school children is generally not followed because of the additional expense incurred in buying the materials and the extra work involved in cooking for the least demanding member of the family. The psychological factor of giving porridge or panjiri to one child and denying it to others also inhibits mothers. The approach proposed obviates all of these difficulties.
Our results show that, when backed by health personnel who have gained the confidence of the public, this approach was accepted by all mothers even though many expressed hesitation and anxiety in the beginning. Their common concern was whether the child would be able to digest the family diet. To this the health worker's stock answer was: "Yes, every child can digest family food, and we have medicines to cure digestive upsets that may occur for some other reason. "
Another noteworthy fact is that eight subjects who were not included in this study because their nutritional status was grade 1 in the beginning declined to grade 2 status over a period of 18 months. This finding is in sharp contrast to the improvements noted in the demonstration group and suggests the possibility of preventing the onset of malnutrition in vulnerable pre-school children from poor families by nutrition demonstrations.
We are convinced that in every developing country large segments of the population whose children are malnourished are simply unaware of the fact that their children can digest family food and thrive on it. There are few families so indigent that they are unable to afford even half a chappati and half a cup of pulses (legume gruel) per day [10] .
The approach employed by us was very economical. The total salary of two health workers was 1,200 rupees (US$100) per month, which, when divided by 76 children, amounts to US$1.30 per month per malnourished child. Even if the total cost of employing the two workers were attributed to this programme (ignoring their role in surveillance and primary care), it would still turn out to be less costly than any other nutrition supplement programme being run in the country at the present moment. Cook [10] estimated that the cost of treatment of a malnourished or marasmic child in hospital ranged from US$95 to US$950 per child and in a nutrition rehabilitation centre from US$25 to US$70 per child.
We suggest that illiterate parents should not be confused by talks on the caloric content of foods or on their essential amino-acid content. A simple demonstration that a child will eat family food if given the chance and will grow strong on it speaks far more eloquently than laboriously prepared academic lectures. The solution of the problem of prevention and treatment of malnutrition lies in offering to the child the food that is already in his own home.
